As part of the Presidential Address given at the 42nd Annual Scientific Meeting of the Society of Gyneocologic Surgeons, I made a call for a national dialogue to increase the rate of vaginal hysterectomy to at least 40%. I admit this number is arbitrary and is based upon an internal review of hysterectomies performed at The Permanente Group North Valley. Data revealed that about one half of patients were vaginally parous, had no suspicion for adnexal pathology, and had a uterus <12 weeks in size-technically the most straightforward candidates for vaginal hysterectomy. Doing 80% of these patients via the vaginal route would translate to a vaginal hysterectomy rate of 40%. In addition, cases series and randomized controlled trials (from USA and international authors) confirm that this higher rate is feasible [1] [2] [3] [4] .
Level 1 evidence shows that vaginal hysterectomy is associated with reduced costs and equal to or reduced morbidity rates when compared with all other routes of hysterectomy. This evidence has led the American Congress of Obstetricians and Gynecologists to recommend vaginal hysterectomy whenever technically feasible [5, 6] . Despite this data and support, vaginal hysterectomy has never constituted >20% of the total hysterectomies in the USA, and current use patterns suggest that rates are in decline, parallel with increased use of the more expensive endoscopic (predominately robotic) approaches [7] [8] [9] .
Even though abdominal hysterectomy rates are also finally in decline, why is it that neither in the past nor currently has there been general concern that vaginal hysterectomy rates have been so low compared with rates determined to be feasible, especially in this era of constrained resources?
I have asked this question and have received a number of reasonable responses; I will highlight two:
Surgeons who predominately perform robotic hysterectomy justify widespread use of the modality given (near) universal applicability and prior stability of abdominal hysterectomy rates despite decades of laparoscopic use and training; with the reduction in abdominal hysterectomy rates justifying the cost of the robotic platform and despite the existence of more cost-effective, minimally invasive modalities [10] .
Surgeons who predominately perform laparoscopic hysterectomy make similar claims. Vaginal surgery rates have remained historically low and stable, indicating that most gynecologists are not comfortable with the procedure and that laparoscopy is more universally applicable, along with being more cost effective than robotic hysterectomy. In addition, if there is to be a national push for nonrobotic minimally invasive hysterectomy, then it is easier to train low-volume gynecologic surgeons in the performance of laparoscopic hysterectomy rather than vaginal hysterectomy [11] .
This being said, the simple facts of hysterectomy remain. All total hysterectomies require a colpotomy incision with the possible addition of accessory small or large incision(s) to facilitate the procedure [12] . Thus, both common sense and high-quality evidence support not making accessory abdominal incisions when technically feasible. The kicker, of course, is the term Btechnically feasible.^This definition depends greatly upon the individual patient surgeon skill/experience. There is no evidence to suggest that 100% of hysterectomies can be performed via the vaginal route. Regardless, since high rates of vaginal hysterectomy are feasible in general gynecology populations, this suggests that surgeon factors (most likely technical expertise and comfort and possibly other incentives) are the cause of low vaginal hysterectomy rates. Of course, I am not arguing that surgeons unskilled in vaginal hysterectomy should perform the procedure. However, given the benefits of vaginal hysterectomy, I believe it is important to discuss and then address the factors leading to this lack of technical expertise and comfort. These factors may include issues related to residency training, low surgical volumes after residency, and/or misaligned incentives.
In the USA, the combination of work-hour restrictions, reduced hysterectomy volume, and expansion of hysterectomy routes has created an environment in which the mean hysterectomy volume during residency frequently does not equal the number of cases required to achieve surgical proficiency [13] [14] [15] [16] [17] [18] . This has resulted in 75% of graduating chief residents reporting that they are uncomfortable performing vaginal hysterectomy [19] . Moreover, most practicing OB/GYNs in the USA are low-volume surgeons performing a mean of 3.1 hysterectomies per year, with 80% performing fewer than one per month [20, 21] . In addition to increased complication rates, low-volume surgeons demonstrate reduced use of minimally invasive hysterectomy, particularly vaginal hysterectomy. Finally, in the US market where there is high penetration of the robotic platform, use of the surgical robot to facilitate hysterectomy for benign disease is heavily marketed to patients and surgeons, potentially creating improper incentives for robotic hysterectomy [22] .
So, why do we argue? We know that vaginal hysterectomy demonstrates comparable morbidity rates but reduced costs compared with other minimally invasive options, making it a better option for patients. Instead of arguing about the best route of hysterectomy, let us follow the evidence, which supports a paradigm in which every patient who is a candidate has her hysterectomy performed via the vaginal route. It is time to start the dialogue to increase vaginal hysterectomy rates (to at least 40% and potentially higher). We need to find solutions to improve residency training, reduce the number of low-volume surgeons, create proper incentives for performance of vaginal hysterectomy, and determine-and subsequently correct-what other factors are responsible for the historically low rates of vaginal hysterectomy. By doing so, we will be improving the care of our patients by performing appropriate, safe, and cost-effective surgical therapy.
I encourage the readers of the International Urogynecology Journal to work on these issues on local, national, and international levels.
